use. 9, 33 Clinician-based outcome measures can be affected by observer bias 24 and may not reflect patient priorities, hence the importance of patient-reported outcome questionnaires. The debate over patient-reported versus clinician-based measures has largely been resolved, in that these measures provide different perspectives and are both needed. Patient-reported measures provide a patient-centered perspective 34, 36 and tend to be predictive of participation outcomes such as return to work. 28 Clinicians are increasingly using such measures to contribute to clinical decision making. The validity of the measures and their subscales, as well as their ability to detect clinical change, are important considerations when choosing between available outcome measures. The Patient-Rated Elbow Evaluation form (PREE), 25 ,27 the patient-reported form of the American Shoulder and Elbow Surgeons Elbow Questionnaire (pASES-e), 19 and the Disabilities of the Arm, Shoulder and Hand questionnaire (DASH) 14 are 3 commonly used patient-reported outcome questionnaires in the management of orthopaedic elbow disorders.
The body of literature on the use of outcome measures for elbow conditions is small. In contrast to the literature on T T STUDY DESIGN: Prospective cohort study.
T T OBJECTIVE:
To evaluate the internal consistency, concurrent construct validity, longitudinal validity, sensitivity to change, and factor structure of the Patient-Rated Elbow Evaluation form (PREE), the patient-reported form of the American Shoulder and Elbow Surgeons Elbow Questionnaire (pASES-e), and the Disabilities of the Arm, Shoulder and Hand questionnaire (DASH) in a diverse group of patients who had surgery for various elbow pathologies.
T T BACKGROUND:
Measuring functional outcomes after surgical procedures of the elbow requires valid patient-reported pain and disability questionnaires. The PREE, the pASES-e, and the DASH are commonly used questionnaires. There is, however, insufficient evidence available concerning their validity and sensitivity to change.
T T METHODS:
Data were prospectively collected from 128 patients (mean  SD age, 46.5  12.8 years) post-elbow surgery. Patients completed the PREE, the pASES-e, the DASH, and the Medical Outcomes Study 36-Item Short-Form Health Survey at baseline (first visit after surgery) and 6 months postsurgery. Concurrent construct validity, longitudinal validity, sensitivity to change, and factor structure were analyzed.
T T RESULTS: Concurrent construct validity
was demonstrated by confirmation of expected relationships; the strongest correlations were observed between the PREE pain score, the PREE total score, the pASES-e pain score, and the DASH score (r = 0.73-0.87). The pASES-e function score correlated the least with other constructs. Longitudinal validity demonstrated similar findings: the pASES-e pain change score and PREE change score were most strongly correlated, and the pASES-e function change score and DASH change score were moderately to weakly correlated. All 3 patient-reported questionnaires demonstrated a large effect size and standardized response means greater than 1.0. Structural validity was supported for the PREE (R 2 = 77.2%, 4 factors) and the pASES-e (R 2 = 74.4%, 4 factors), but not for the DASH (R 2 = 71.3%, 5 factors).
T T CONCLUSION:
The PREE, the pASES-e, and the DASH have acceptable validity and sensitivity to change. The pASES-e function subscale is the least sensitive to change and is less correlated to other measures. shoulder and hand disorders, few studies using the DASH have specifically focused on elbow disorders. 1, 27 The PREE developmental study, 27 which included 70 subjects with various elbow pathologies who were treated surgically and conservatively, determined that the PREE (intraclass correlation coefficient [ICC] = 0.95), the pASES-e pain subscale (ICC = 0.89), the pASES-e function affected subscale (ICC = 0.79), the pASES-e function unaffected subscale (ICC = 0.64), and the DASH (ICC = 0.93) had acceptable levels of testretest reliability. Turchin and colleagues 39 have also reported that the DASH exhibited excellent reliability (ICC = 0.92) in a sample of 69 patients with elbow pain due to various causes but found that the modified ASES-e exhibited slightly lower reliability (ICC = 0.79). There are no reports on the internal consistency of the PREE and the ASES-e, or the DASH in an elbow sample.
Construct validity of the 3 outcome measures was examined by Angst et al 1 in a sample of individuals post-total elbow arthroplasty. The authors determined that the PREE and the ASES-e were highly correlated (Spearman rho = 0.92), whereas the DASH was moderately correlated with the PREE (Spearman rho = 0.68) and the ASES-e (Spearman rho = 0.73). MacDermid 27 also evaluated the construct validity of these 3 questionnaires using a Pearson r and found the following correlations between measures: ASES pain and PREE pain, r = 0.93; ASES function and PREE function, r = -0.61; DASH and elbow questionnaires (PREE and ASES-e combined), r = 0.85; Medical Outcomes Study 36-Item Short-Form Health Survey (SF-36) physical component summary scores and elbow questionnaires (PREE and ASESe combined), r = -0.56; SF-36 mental component summary scores and elbow questionnaires (PREE and ASES-e combined), r = -0.23. Yet there are no published reports of the longitudinal validity of the PREE and the pASES-e, or of the DASH in an elbow sample.
Structural validity of individual scales is usually assessed by factor analysis. Typically, factor analysis informs our understanding of how items on a measure fit together into separate constructs (factors). Angst et al 1 used factor analysis to identify how different scales represented constructs. They examined the PREE, the DASH, the pASES-e, and the SF-36 and found 3 main domains explaining 89.2% of the variance of the instruments' main scores. The important limitation of that study is that they did not do a traditional factor analysis at the item level but examined entire measures as factors to show how constructs fit together. There are no other published reports of factor analysis of the PREE and the pASES-e, or the DASH in an elbow sample. Exploratory factor analysis is justified for the elbow measures because these have never been subject to factor analysis. Such evidence is needed to determine whether the proposed subscale structures are warranted.
There has been a debate in the literature about the dimensionality of the DASH, as evident from studies that sampled patients with disorders of the shoulder and wrist. 21 In the DASH development process, the dimensionality of the DASH was studied using a principal component analysis, which revealed that 1 component explained 57% of the variance; this was interpreted to support the unidimensionality of the DASH. 35 However, a later study 21 of 991 patients who underwent rehabilitation for various upper extremity disorders, which included exploratory factor analysis followed by confirmatory factor analysis and Rasch analysis, found the DASH to fit in a 3-factor model. These authors suggested that the results were inconclusive and indicated a need for further research. A review of the entire body of research addressing factor analysis of the DASH would require a systematic review. However, even a cursory review indicates a lack of consensus on the DASH questionnaire's dimensionality. In this study, where an exploratory approach is needed for the previously unexamined elbow scales, an exploratory factor analysis of the DASH is warranted for comparative purposes.
Based on the existing literature, elbow-specific patient-reported measures have been insufficiently examined, and support of their use in practice will remain precarious until the gaps in our knowledge are addressed. The purpose of this study was to describe the internal consistency, concurrent construct validity, longitudinal validity, and sensitivity to change of the PREE, the pASES-e, and the DASH in a diverse group of patients who had surgery for various elbow pathologies. In addition, the factor structure of the PREE, the pASES-e, and the DASH was examined.
METHODS

Patients
D
ata were prospectively collected from 128 patients, between 21 and 79 years of age (mean  SD age, 46.5  12.8 years), who had undergone a variety of surgical procedures involving the elbow (biceps tendon repair, n = 62; radial head fixation, n = 30; and radial head arthroplasty, n = 36) at The Hand and Upper Limb Centre at St Joseph's Health Centre in London, Canada. Patients were included if they were between 20 and 80 years of age and were able to read and write English. They were excluded if they were cognitively impaired, if they had neurological or psychiatric disorders, or if they had any history of malignancy.
Patients signed consent forms in compliance with the study protocol, which was approved by the University 
Outcome Measures
Patient-Rated Elbow Evaluation The PREE 25, 27 (APPENDIX) is a 20-item patientreported outcome questionnaire that measures elbow-related pain and disability of the affected upper extremity. There is a pain subscale and 2 function subscales, one addressing specific activities and the other addressing usual role performance. All items on the questionnaire are scored on a 0-to-10 numeric pain rating scale. The section dealing with pain has 5 questions, of which 4 rate pain from "no pain" (0) to "worst pain ever" (10) . The fifth question rates how often the patient has pain, with responses ranging from "never" (0) to "always" (10) . The responses on the subscales for the function section range from "no difficulty" (0) to "unable to do" (10) . The function section has 11 questions regarding performance of specific activities and 4 questions on performing usual activities using the affected side. The raw function score is divided by 3, then added to the total pain score to obtain a total score ranging from 0 to 100. The higher the PREE total score, the greater the pain and disability. ASES-e Questionnaire The ASES-e is a standardized elbow evaluation system that was developed by the Research Committee of the ASES. 19 It has 2 parts: a physician form and a patient-reported form (pASES-e). The physician form has 4 components: motion, stability, strength, and physical findings. The patient-reported form has 3 sections: pain, function, and satisfaction. The pain section contains 5 questions using a 0-to-10 numeric rating scale, where 0 is "no pain" and 10 is "worst pain ever." The function section contains 12 questions. The responses are scored on a 4-point ordinal scale for both the affected arm and the unaffected arm, with 0 as "unable to do," 1 as "very difficult to do," 2 as "somewhat difficult," and 3 as "not difficult." The maximum score for the function of each arm is 36, with lower scores indicating worse function. The third section has 1 question to report patient satisfaction with the surgery on a scale from 0 to 10. There is no total or overall score for the pASES-e. DASH Questionnaire The DASH is a 30-item patient-reported questionnaire that evaluates impairments, activity limitations, as well as participation restrictions in both leisure activities and work due to disorders of the upper limb, regardless of which arm is affected.
14 There are optional components that can be added to assess function with respect to sports and performing arts or work. The total DASH score ranges from 0 (no disability) to 100 (severe disability), with higher DASH scores indicating greater disability. The SF- 36 The SF-36 is a generic healthstatus measure that has been used to evaluate quality of life in a wide spectrum of health conditions. This is a 36-item questionnaire, yielding an 8-subscale profile of scores, as well as a physical component summary score and a mental component summary score. 41 It is a valid and reliable health-status instrument. 40 Higher scores represent better health (less disability).
Statistical Analysis
Data entry, quality checking, and analysis (internal consistency, validity, and sensitivity to change) were performed using SPSS Version 19 software (SPSS Inc, Chicago, IL). The level of statistical significance was set at P<.05. Reliability Reliability is a generic term used to indicate both the homogeneity (internal consistency) of a scale and the reproducibility or stability (test-retest) of scores. 6 Because the test-retest reliability for all 3 questionnaires was reported in the PREE developmental study, 27 only the internal consistency was evaluated in the current study. A Cronbach alpha with 95% confidence intervals (CIs), using the baseline scores, was used to assess internal consistency of the PREE, the pASESe, and the DASH. 7 Internal consistency is considered acceptable when the Cronbach alpha exceeds .70. 10 Constructed hypotheses about the nature of the relationship between different questionnaires/subscales were prespecified as follows: strong correlations were expected between the most similar elbow questionnaires (the pASES-e and the PREE total and pain scales), moderate to high correlations were expected between the elbow questionnaires (the pASES-e and the PREE) and the DASH, low to moderate correlations were expected between the DASH/elbow questionnaires and the physical component summary score of the SF-36, and low correlations were expected between the DASH/elbow questionnaires and the mental component summary score of the SF-36. Longitudinal Validity Longitudinal validity is the extent to which changes on one measure will correlate with changes on another measure. 15 Longitudinal validity was evaluated by obtaining correlations between baseline and 6-month change scores. 13 The Pearson correlation coefficient was used, and the correlations were interpreted in a manner similar to that of concurrent construct validity. Sensitivity to Change Sensitivity to change is the ability of an instrument to measure real change in a clinical state. 22, 37 There is a lack of agreement on the best statistical method to analyze sensitivity to change. We used 2 distribution-based methods, the effect size (ES) and the standardized response mean (SRM). The ES was calculated by dividing the mean change scores of the PREE, the pASESe, and the DASH, in patients clinically identified as improved, by the standard deviation of their baseline scores. 18 In our study, included patients were clinically identified as improved or not improved by the attending surgeon during the follow-up visit, based on change in clinical signs and symptoms. The SRM was calculated by dividing the mean change scores of the PREE, the pASES-e, and the DASH by the standard deviation of their change scores. 23 In addition, 95% CIs around the point estimates were calculated and used to determine differences across sensitivity indices. 2 The sizes of the ES and SRM scores were interpreted as follows: 0.2, small; 0.5, moderate; 0.8 or higher, large.
3,23
Factor Analysis A principal components exploratory factor analysis with a varimax rotation was performed to investigate the factor structure of the PREE, the pASES-e, and the DASH. The Kaiser criterion with eigenvalues greater than 1, examination of the scree plot, as well as clinical interpretability were the criteria applied to determine the number of components to be retained. 8 An item was considered to load on a given factor if the factor loadings were 0.4 or greater and were less than 0.4 for the other factors. Factor loadings over 0.5 were considered strong. Items that correlated more than 0.4 on more than 1 factor, without a differential of 0.2, were considered to be "cross-loaded." The quality of the factor analysis was assessed using the KaiserMeyer-Olkin test (KMO) and the Bartlett test of sphericity. The KMO evaluates the sampling adequacy; a high value (greater than 0.7) indicates that factor analysis is appropriate. The Bartlett test of sphericity tests the correlations between items. A significant value was considered an indication that our data were appropriate and that the sampling was of sufficiently high quality for factor analysis to be performed. 
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RESULTS
Internal
Concurrent Construct Validity
The strongest correlations were observed between the PREE total score, the PREE pain score, the PREE function score, the pASES-e pain score, and the DASH total score (r = 0.72-0.91) (TABLE 2). The PREE total score exhibited strong correlations with the pain scores of the pASES-e and the PREE (r = 0.73 and r = 0.82, respectively). The DASH (r = 0.54 and r = -0.54) and the PREE function scale (r = 0.45 and r = 0.49) correlated moderately with pain subscales of the pASES-e and the PREE. The function scale of the pASES-e correlated the least with the pain scores of the PREE (r = -0.36) and the pASES-e (r = -0.33). Low to moderate inverse correlations were observed between the physical component summary score of the SF-36 and the 3 other patient-reported outcome measures (r = -0.46 to -0.38). The mental component summary score demonstrated a weak inverse relationship with all 3 upper extremity outcome questionnaires (r = -0.33 to -0.23), whereas its correlations with the pain scores were not significant. All correlations followed the expected relationships that were hypothesized prior to data analysis.
Longitudinal Validity
Strong correlations (r>0.70) (TABLE 3) were observed between change scores obtained from the pASES-e pain and changes on the PREE (pain and total score); weak correlations (r<0.40) were observed between changes on the pAS-ES-e function score and all other change scores (r = 0.23-0.40). Moderate correlations (r = 0.41-0.62) were observed between the DASH change scores and the change scores of other questionnaires, except with the pASES-e function change score (r = 0.23).
Sensitivity to Change
All 3 patient-reported questionnaires demonstrated large ESs, ranging between 1.3 and 1.7 (TABLE 4). The pASES-e function scale had an ES of 1.3 (95% CI: 1.1, 1.5). Large and similar SRMs were also obtained for the PREE (1.6; 95% CI: 1.4, 1.8) and the DASH (1.6; 95% CI: 1.5, 1.8). The SRM for the pASES-e was slightly less sensitive to change when compared to the other questionnaires (pASES-e pain scale, 1.2; 95% CI: 1.0, 1.4 and pASES-e function scale, 1.1; 95% CI: 0.9, 1.3). For the SRMs, the CIs of the pASES-e pain and function subscales had [ research report ] no overlap at all with the DASH scores and very minimal overlap with the PREE function and the PREE total scores. The PREE function score, the PREE total score, and the DASH scores had overlapping CIs.
Factor Analysis
Four main components were identified when the factor structure of the PREE was analyzed, explaining about 77.2% of the variance of the questionnaire's total score. These factors supported the pain and usual items separating into individual subscales; items within the specific function subscale were separated into 2 components, reflecting light and heavy activities (TABLE 5) . Analysis of the factor structure of the pASES-e revealed 4 factors. These 4 factors put together explained 74.4% of the variance of the pASES-e's main scores. These factors supported the fact that the pain items grouped under 1 factor, whereas the questions related to the affected arm and unaffected arm grouped separately under the other factors ( 
DISCUSSION
T his study provides support for the internal consistency, concurrent construct validity, longitudinal validity, sensitivity to change, and factor structure of 2 elbow-specific questionnaires: the PREE and the pASES-e. It also provides further validation of the DASH for use in those with elbow pathologies. The factor structure analysis, despite some inherent limitations in our analysis, contributes further evidence of controversy on the factor structure of the DASH. 11, 21, 29 In the current study, Cronbach alpha for the PREE was .95, with a very narrow CI, which indicates excellent internal consistency. This value is similar to that of the German version of the PREE, which was .96. 16 Cronbach alpha for the pASESe was .93 in this study, which is comparable to the Cronbach alpha value of .90 for the German version of the pASES-e. 17 Although the internal consistency of the DASH has not been reported specifically for elbow conditions, the high internal consistency and narrower CI found in this study are consistent with the Cronbach alpha values obtained for the DASH in other studies focusing on shoulder and distal upper-limb conditions. 12, 20 We prespecified constructs around expected relationships between the questionnaires and subscales in this study, as in the PREE developmental study, 27 with similar findings. A new finding in these data is the fact that the function subscale of the pASES-e was less correlated to other questionnaires. It is noteworthy that this subscale appeared to demonstrate poorer performance than the function subscale of the PREE, given that both are elbow-specific questionnaires. We speculate that the differences in content and measurement metrics (0-10 versus 0-3) might have contributed to these findings. The pain subscales of the PREE and the pASES-e should correlate highly, because they contain similar items (4/5, or 80%, of the questions address the same content) and a similar 0-to-10 rating scale. Conversely, the PREE and the pASES-e function scales are more different; only approximately 50% of the items address the same content, and the measurement metrics differ. These differences might have influenced the correlations obtained and the lower sensitivity to change scores evident in the pASES-e.
A notable difference between the pASES-e and the other questionnaires is its lack of a clear method for forming a total score. It can be argued whether it is advisable to combine pain and disability subscales into a total score, because these reflect 2 separate, although often correlated, constructs. However, the reporting of a single total score for pain and disability is common in studies of musculoskeletal conditions. If a total score were required, it would make the most sense to equally rate the pain and disability subscales of the pASES-e, as this would be consistent with the method used for the PREE and other scales for the wrist 26 or shoulder. 31 It is not advisable to incorporate patient satisfaction scores into pain and disability questionnaires, given that the constructs are too diverse. 32 There are no published reports describing the longitudinal validity of the PREE, the pASES-e, or the DASH in an elbow-disorder population. Our findings of excellent correlation between the PREE change score, the pASES-e pain change score, and the DASH change score indicate that the changes on these measures are strongly related. From a clinical perspective, this suggests that people using different instruments would agree on whether patients had changed after treatment. The pASES-e function change score had the least correlation with other measures (r = 0.23-0.40). We expect that measurement scale difference also contributed to these lower correlations of the pASES-e. The ES and SRM demonstrated that all 3 questionnaires were highly sensitive to change. The 95% CIs of the pASES-e pain and function scores had no overlap with that of the DASH scores, indicating that these 2 measures are significantly different, with the DASH being the more responsive questionnaire. The pASES-e function scale had the lowest ES and SRM.
The results of the current study confirm the previous concern 27 that the pASES-e function subscale may be relatively less sensitive to change compared to other questionnaires measuring the same construct. Overall, our findings suggest that the scoring metric for the function subscale of the pASES-e is suboptimal.
In terms of factor analysis, the principal components identified in all 3 questionnaires separately explained more than 70% of the variance of their total scores. The DASH had more items that cross-loaded in comparison to the elbow scales. It is possible that the DASH items are more generic, and this might have contributed to the cross-loading. However, given that 5 factors were identified in this exploratory analysis, this undoubtedly also contributed to the higher level of cross-loading. The suggestion that the DASH items are more generic is consistent with the data by Angst et al, 1 who reported that the DASH loaded onto the items of the SF-36 more than onto the items of the PREE or the pAS-ES-e, providing further verification that the DASH is more generalized than the PREE or the ASES-e. The specificity of the pASES-e and the PREE is consistent with their being joint specific, and clinicians may choose these elbow-specific measures because their items are specific to the concerns of patients with these disorders.
Previous literature has suggested that there is a theoretical relationship between the Cronbach alpha and factor structure. The alpha is described as a function of the parameters of the hierarchical factor analysis model, which allows for a general factor that is common to all of the items of a measure, as well as grouping factors common to some but 
not all of the items of a measure. 42 Cortina 4 has suggested that high internal consistency could mean that the scale is unidimensional. Our exploratory factor analysis found multiple factors for the DASH, which questions its previously reported unidimensionality. However, the Cronbach alpha was high, indicating high internal consistency.
There has been debate in the literature about whether the DASH is unidimensional in structure. 11, 21, 29 Our study also found items of the DASH to load onto multiple factors, indicating multidimensionality. We used an exploratory factor analysis because there have been no previous reports of factor analysis on the elbow questionnaires, and hence no evidence to support a confirmatory factor analysis. Although in other situations we might have used confirmatory factor analysis to evaluate the DASH, in this case we wanted to examine DASH metrics using the same analysis as that used for the PREE and the pASES-e. If our primary purpose had been to evaluate the factor structure of the DASH, we would have elected to use confirmatory factor analysis in a larger sample. Because the DASH has 30 items, a sample size of 300 fulfills the rule of thumb of 10 subjects per item to provide a more thorough factor analysis. However, it is noteworthy that our KMO values (0.85-0.92) justified the adequacy of our sample size. Given our findings, a confirmatory factor analysis of DASH scores in a larger cohort of patients with elbow disorders is warranted to provide more definitive analysis of the factor structure of the DASH in this population.
In our study, we observed that the pASES-e function subscale was least valid and sensitive to change. We suggest a few amendments to the pASESe that might improve its performance in clinical research studies and make it comparable with similar questionnaires reported in the literature. First, we suggest that pain and disability subscales be separately reported in clinical research studies, because they are different constructs. However, there are often reasons to also report a total score as a primary outcome measure of overall effect. When computing a total score, we would recommend equal weighting of the pain and disability subscales of the pASES-e to provide a total score composed of 50% pain and 50% disability, consistent with the approach used on the PREE and on other joint-specific measures used in the upper extremity. 26, 30 We suggest that the patient satisfaction item should be separately reported and not incorporated into a global score. We know that satisfaction is not related to other outcomes 32 in shoulder disorders and may be more reflective of process than outcomes. Our second recommendation concerns the scaling of the function subscale, which appears to present some measurement limitations. A potential consideration is to change the scale to a 0-to-10 scale to make it the same metric as the pain subscale and other measures. This may also enhance its sensitivity to change. We anticipate that these changes would increase the utility of the pASES-e and make it more correlated with the PREE. We also suggest that repeated measurement of the unaffected extremity may be an unnecessary burden for patients and that follow-up forms may exclude this component of the tool. Hence, the use of baseline and follow-up versions of the forms may be more feasible in practice.
The strengths of the current study include prospective evaluation of patients with elbow disorders at specified time points, a sample size relatively large in comparison to other psychometric data reported in the literature, and KMO statistics indicating adequate power for factor analysis of the elbow questionnaires. The current study also has limitations. The included patients had only 3 subgroups of elbow surgeries, making the generalizability of these results to other elbow disorders uncertain. We did not specifically study test-retest reliability, as this has previously been reported to be high for all 3 measures 27 and we cannot report whether this varied across the subgroups. The most important limitation of our study was that a global rating of change scale was not administered to our patients. We used a distribution-based approach to calculate the sensitivity to change and were not able to calculate the clinically important difference. Future studies should focus on including a wide variety of patients with different elbow pathologies. This would help improve the strength of the already available evidence to support the external validity of these questionnaires.
CONCLUSION
T he results of this study have generated evidence to support the validity and sensitivity to change of the PREE, the pASES-e, and the DASH. These results support the use of these 3 questionnaires by clinicians based on their needs and available resources. Minor changes to the scoring of the pASESe should be investigated as a means to enhance its measurement properties. t
KEY POINTS FINDINGS:
The PREE, the pASES-e, and the DASH demonstrated strong construct validity and sensitivity to change in patients with elbow pathologies. The PREE and the pASES-e demonstrated appropriate structural validity. IMPLICATIONS: Clinicians may choose from these 3 scales to assess the function and pain status of patients with elbow disorders, as well as changes over time. CAUTION: Only 3 subgroups of patients with elbow surgery were included, making it uncertain whether these results can be generalized to other elbow disorders. The clinically important difference could not be calculated because a global rating of change scale was not administered. [ research report ]
B. Usual Activities Rate the amount of difficulty you experienced performing your usual activities in each of the areas listed below, over the past week, by circling the number that best describes your difficulty on a scale from 0 to 10. By "usual activities," we mean the activities that you performed before you started having a problem with your elbow. A zero (0) means you did not experience any difficulty and a ten (10) means it was so difficult you were unable to do any of your usual activities.
No difficulty Scoring: pain items are added to give a PREE pain score (maximum of 50); specific function items (out of 110) are added to usual function items (out of 40) , and the subtotal (out of 150) is divided by 3 to give a PREE function score (maximum of 50 points). The total PREE score (out of 100) = PREE pain score + PREE function score. Copyright ©2009 Joy C. MacDermid, PT, PhD.
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